A girl in our paediatric care suffers from meningomyelocele (lumbosacral) with peculiar additional features and an interesting family history. The pedigree suggested to us the possibility of a genetic relationship between different types of dysraphism (figure) .
Our patient, apart from her spina bifida, has a very narrow arched palate impeding proper speech. Her articulation is almost as bad as if she had full cleft palate. Her otherwise healthy mother has the same anatomical and functional abnormality. The mother's brother had a defect of the abdominal wall and died in the neonatal period.
We wondered whether abdominal defects (omphalocele, gastroschisis) are relevant to familial disposition towards other closure defects (old term: status dysraphicus) ? We have not found clear indications of a causal relationship between failed closure of the neural tube and that of the ventral body wall.' In one interesting family, however, three such defects were present together in one patient, while his three sibs had exomphalos only (one of them also had an arched palate and mandibular hypoplasia). 2 The distribution of dysraphic features in our family, too, raises the possibility of a common pathogenesis (be it genetic or environmental or both) of these malformations. If so the appearance of one of them would warrant measures to prevent, or to diagnose antenatally, the others. This conclusion is analogous to that drawn by Cohen and colleagues3 regarding preceding cases of hydrocephalus. Their argument was, of course, supported by a large number of relevant observations. I should be grateful for information on similar occurrences to the one I present in this letter.
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